growth. Mr. Cripps has no doubt that I was mistaken. I am able to-night to demonstrate another case showing similar appearances extending to a distance of 4 in. from the obvious or naked-eye edge of the growth. It rests with Mr. Cripps to explain what these appearances are, if they are not those of permeation of the mucous lymphatic plexus by cancer-cells. I have been unable to find anything similar in a small series of normal rectums. Though an occasional isolated element may take on the muci-carmine stain, nothing can be seen in the normal bowel in the least comparable to the small groups of sharply defined mucoid cells, irregular in size and shape, which may occur at frequent intervals in the cancerous rectum to a variable distance from the macroscopic edge of the growth in the plane of the mucous lymphatic plexus. Beyond a certain point they cease to be visible, and that point is, in my opinion, the true microscopic growing edge of a rectal carcinoma, within which the surgeon's knife must not willingly intrude.
The PRESIDENT (Mr. Rickman J. Godlee) asked Mr. Handley at what distance from the original growth the last section shown was taken. Also how far from the original growth had he found cancerous cells ?
Mr. SAMPSON HANDLEY, replying to the President, said the section was taken from fairly near the growth because, wishing to demonstrate the process clearly, he took one of the best fields he could. In one case he had found scattered foci 6 in. from the growth, and in a second case 4 in. away.
Mr. F. C. WALLIS said that during the last ten years the surgery of the rectum had made great progress and this was more particularly the case in other countries. But in this country also in the last few years a much more intelligent interest had been taken in this branch of surgery by practitioners at large, who more and more appreciated what a valuable asset a proper knowledge was of this subject and what before were looked upon as more or less mysteries were now treated in a rational manner, and thus the relief of pain for the patient was much earlier and of a more practical character. The first essential for good results was early diagnosis, and that could only be obtained by a proper examination being made at the earliest moment the symptoms were complained of, instead of the whole thing being shirked as long as possible by both practitioner and patient. This was a grave responsibility which rested with the practitioner, and it behoved those who had the opportunity of early examination to do this as early and as thoroughly as possible. If this was made a routine practice the diagnosis would be made much earlier, and so the results of the operation would be greatly improved. Before deciding if any operation should be done in cases of rectal carcinoma, one of the most important matters to decide was whether the growth was a fixed one or not. This decision, as a rule, should not be made until the patient had been examined under an anesthetic, and even then the decision might be of some difficulty, especially if the growth was adherent in front to the bladder, vagina, or uterus. In such cases the growth might be easily pulled down with the viscus to which it was adherent, and thus give a false idea of free mobility. When any such possibility as this occurred during diagnosis, it would be obviously wrong and might also lead to serious disaster if an operation was undertaken either from the perineum, or by one of the posterior routes, and when the growth was arrived at, it was found to be fixed. Also other parts of the colon and even the small intestines might adhere to the growth. To obviate any such catastrophe, and at the same time to obtain a more thorough knowledge of the growth and its surroundings, an exploratory laparotomy should be made in the mid-line. This was an expediency which he suggested should be made much more use of than was at present the case. The question as to what particular operation should be undertaken was one which was almost acute in its present interest. Any new operation which involved a decided alteration of technique was usually commenced with enthusiasm. The enthusiasts often overdid it, and operated on all sorts of cases which were in one way or another unfitted for such a procedure, with the result that the operation was discredited by those whose practical experience, having extended over some years, had settled into a groove in which work might run smoothly, but perhaps not so much progress was made, and thus an important advance had often been checked for a considerable time. It was to be sincerely hoped that such would not be the fate of the abdomino-anal operation which was now so much advocated, and was a good one in suitable cases. The technique of this operation had been thoroughly described, and the main details of it could soon be learnt by one or two operations on the cadaver. But this was the least difficult part of the work. The age of the patient, the character and size of the growth, the situation, particularly with regard to its surroundings, the length of the sigmoid loop, the size of the pelvis, and the amount of fat generally in the abdominal cavity, were all matters of clinical importance, which it was essential to consider before undertaking this operation. It could be truly said that most of these points must be considered in any operation for a high-lying cancer of the rectum. But it was probably for the low-lying carcinomata that this operation would obtain the best results. The involvement of the lymphatics in the submucous plexus in certain cases of cancer of the rectum was admirably demonstrated by Mr. W. Sampson Handley, but whether this was satisfactory to everybody was not certain. Personally, on reading Mr. Handley's views, and thinking over his (Mr. Wallis's) past cases, he was much impressed with the fact that a certain proportion of such cases which had done extremely well, had had a return of the growth in the lower segment after an interval of a year or eighteen months. And he (Mr. Wallis) thought that in such a case if the abdomino-anal operation had been performed, and the bowel above the growth more freely removed, recurrence would not have occurred. It was for such cases that the the abdomino-anal method was desirable, and from which probably the best results would be obtained.
He could not feel enthusiastic as to the ultimate fate of the bigger operation which had been performed-namely, excision of the whole of the rectum and possibly a portion of the sigmoid, with the establishment of an iliac anus. It could only be very few cases in which such a measure was justifiable, and even amongst the few that were justifiable it would hardly be expected that anything but a high percentage of mortality would obtain. When a rectal carcinoma required such severe measures it was probably far better treated by an ordinary colotomy, and he could give various instances of people who had lived comfortably with a colotomy and a carcinoma for many years, the longest he knew of being ten.
With regard to the other operations, he was strongly of opinion that the best method of dealing with rectal growths not involving the sphincters was by the sacro-anal method. The great point which he claimed in its favour was that instead of suturing the last 2 in. or 3 in. of the bowel to that which was brought down, the anal mucous membrane was excised and the cut end of the bowel above the growth brought down and stitched to the anus. It was quite a simple matter and all possibilities of a sacral anus forming and the almost certainty of a stricture were done awav with. This was a method which he had adopted for the last twelve years, and which could be well combined with the abdominal incision when necessary. When the growth involved the sphincters, then a wide excision of these muscles was necessary, and this operation could usually be performed through the perineum, especially if a preliminary colostomy had been performed, and indeed in such cases this was essential.
When a growth was inoperable there was no doubt that great comfort was given to the patient by a colostomy. He (Mr. Wallis) had already mentioned that patients lived in comparative comfort with good general health for many years after this operation had been performed, and he was constrained to mention it again, because he remembered a few years ago, at the Medical Society of London,' when a discussion took place on this very subject, that grave doubts were passed upon any possible benefit being derived from such a measure. There was no question as to the immense benefit derived, especially if the toilet of the colon, which was well known now to most good surgical nurses, was daily carried out, and if the growth itself was prevented as far as possible from becoming septic by appropriate treatment.
He could not advocate any of the various fancy operations for colostomy, which in his experience only caused trouble, and rarely, if ever, possessed those particular virtues which were claimed for the operation. One other point he would suaggest in the operation, and that was that the bowel should be opened at the time of the operation. This saved much trouble, was much more comfortable for the patient, and, with ordinary care, was entirely free from all risks. He had no knowledge of any good effects which had been produced by the action of radium upon a rectal carcinoma.
Mr. P. LOCKHART MUM'MERY said he thought it necessary to insist very strongly upon one point upon which Mr. Wallis also touchednamely, the large proportion of inoperable cases of cancer of the rectum which were seen. Mr. Harrison Cripps stated that only one case in four of those which he saw was operable. In his (Mr. Mummery's) own work, out of 100 consecutive cases from his note-books he obtained .the following figures: Of the total, 35 were operable, 57 inoperable; 7 refused operation. His definition of an inoperable case was that it was not possible to remove the growth, even by an extensive abdominoperineal operation, either because the growth involved structures which could not be removed, such as the bladder, or because there were secondary deposits; or, in a few cases, because the patient's condition did not warrant the risk of operation. The larger proportion in Mr. Cripps's figures was easily accounted for by the different view which that gentleman took on a question of what was and what was not operable. He thought he could claim to be as optimistic as most surgeons with regard to removal of growths from the rectum, and there was no doubt that 57 per cent. of inoperable cases was too large, and that such a proportion was preventible. There were two causes for this: First, that the patients often did not seek advice until too late. But
